Chest pain is a common presentation to the emergency department. Aetiologies to be considered are usually cardiac or pulmonary in origin. We reported a rare case of thoracic spinal epidural haematoma initially presenting to the emergency department with chest pain. The patient re-attended the emergency department four hours after discharge with symptoms of cord compression. Magnetic resonance imaging of the thoracic spine showed an epidural haematoma causing cord compression. Surgical decompression was performed with gradual resolution of symptoms. Simply ruling out acute coronary syndrome may not be sufficient in patients presenting with chest pain. 
Case report
A 45-year-old man presented to the emergency department in April 2006 with chest pain for one day. There was no pain radiation, shortness of breath or palpitation. The patient also complained of numbness of both feet after jogging for one hour, but no noticeable history of trauma. He had a history of recurrent atrial fibrillation despite cardioversion and radiofrequency ablation was done three years ago. He was taking warfarin for anticoagulation. He also had history of thyrotoxicosis in remission and obstructive sleep apnoea.
The physical examination at the initial presentation showed an ambulatory man with a blood pressure of 166/97 mm Hg. The chest and cardiovascular examinations were unremarkable. There was no documentation on neurological examination of the lower limbs. Electrocardiogram showed normal sinus rhythm with no evidence of acute ischaemia. Chest radiography was not ordered. Blood tests including complete blood picture, liver and renal function and cardiac enzymes were normal. The patient was given a stat oral dose of panadol, ibuprofen and Gastrocaine with a provisional diagnosis of costochondritis. He was discharged three hours later with an oral analgesic.
The patient returned to the emergency department four hours after discharge. He complained of increasing cramps and pain over both legs. Chest pain was not documented at the return visit. The patient was resting on a stretcher during examination. The blood pressure was 142/82 mmHg. The cardiovascular, chest and abdominal examinations were normal. Both calf muscles were not swollen, and there was no evidence of deep vein thrombosis. Distal pulses of the lower limbs were palpable. The muscle power of the legs was Medical Research Council (MRC) grade 4. The deep tendon reflexes were normal and symmetrical.
The chest and lumbosacral radiographs were unremarkable. The electrocardiogram was again normal. Blood tests for complete blood picture, liver and renal function tests and clotting profiles were unremarkable. The patient complained of numbness below the rib cage down to the toes and urinary retention during the period of observation. A Foley's catheter was inserted and the residual urine volume was 400 ml.
The patient was admitted to the orthopaedics unit of the hospital with a provisional diagnosis of acute cord compression. Magnetic resonance imaging (MRI) of the thoracic spine was done 15 hours after admission and showed an extramedullary extradural mass lesion extending from T2 to T4 levels, measuring 53 mm long, 11 mm deep and 16 mm wide (Figure 1 ). There was severe cord compression at the T2 and T3 levels of approximately 4 mm anteroposteriorly. The mass lesion showed isointense T1W and heterogeneous T2W intensity. A diagnosis of thoracic epidural haematoma was made.
Emergency laminectomy for decompression was performed 21 hours after admission. Intra-operatively, there was a haematoma measuring 5 cm in length extending from T1 to T4 causing compression of the spinal cord at the corresponding levels. There was also a few connecting epidural veins with the haematoma. No active bleeding was found. The postoperative course was uneventful. The patient gradually regained full power of the lower limbs and was able to walk independently on level ground. However, the patient had to bear with a neurogenic bladder requiring selfcatheterisation.
Discussion
The first case report of spinal epidural haematoma was described by Jackson in 1869. Spinal epidural haematoma is a rare condition, and about 300 cases have been reported in the international literature.
1 It may be due to trauma, blood dyscrasia, anticoagulation therapy, arteriovenous malformation, cavernous haemangioma, spinal anaesthesia or lumbar puncture. 2 Spinal epidural haematoma can occur during pregnancy 3 and in patients with chronic renal failure undergoing haemodialysis. 4 A case associated with cocaine injection was reported. 5 The term spontaneous spinal epidural haematoma is given if no cause can be identified, which occurs in 40-50% of the cases. 6 The underlying pathology of spinal epidural haematoma remains controversial. The spinal epidural venous plexus has been commonly postulated to be the origin of the haematoma. 7 A sudden increase in intra-thoracic or intra-abdominal pressure induced by, for example, pregnancy or straining raises the plexus pressure, and may lead to the rupture.
The clinical presentation of spinal epidural haematoma is typically a sudden onset of severe spinal pain with or without radiation to the limbs. Sometimes, radicular pain may be the first symptom. Neurological symptoms may then develop within hours with variable degrees of motor and sensory loss and bladder involvement. 8 Retrospectively, our patient's first symptom of chest pain may be the manifestation of nerve root irritation of the T2 to T4 dermatomes which innervate the anterior chest and the inter-scapular region. Upon further compression of the cord, the neurological symptoms of urinary retention, progressive paraesthesia and paraplegia developed 13 hours after the first presentation to the emergency department.
Spinal epidural haematoma is a neurological emergency, as it requires urgent investigation and treatment. Magnetic resonance imaging has been used to diagnose spinal epidural haematoma since 1987. On sagittal sections, the haematoma appears as a biconvex mass, dorsal to the thecal sac, and clearly outlined with tapering superior and inferior margins. The dura mater is seen as a curvilinear low signal separating the haematoma from the cord. Within 24 hours of onset, the haematoma is isointense with the cord on T1-weighted images and heterogenous on T2-weighted images. 1, 9 By 48 hours, due to the accumulation of methaemoglobin, the haematoma will give an increased signal on T1 weighted images but will remain hyperintense on T2 weighted sequences. 10 This case had compatible findings.
Laminectomy for the release of cord compression and clot evacuation is the surgery of choice. It has been found that a delay of more than 36 hours before decompressive laminectomy and evacuation of clot was associated with a poor prognosis. 11 However, there were reports of spontaneous resolution of spinal epidural haematoma with conservative treatment. [12] [13] [14] Improving clinical condition, extensive haematoma, age, and poor medical condition of the patient might be the reasons for pursuing conservative treatment. 15 Fresh frozen plasma, vitamin K, and monitoring of INR (international normalised ratio) have been the mainstay of conservative treatment in patients on anticoagulants. 16 Observation in a hospital with urgent neurosurgical and MRI services is essential for conservative treatment.
In summary, simply ruling out acute coronary syndrome may not be sufficient in patients presenting with chest pain, as in this case. With the increasing number of patients taking anticoagulants for cardiovascular diseases, patients may present to the emergency department with atypical complications. There should be high vigilance on subtle neurological symptoms such as the lower limb numbness in this case. A period of observation may be the minimal requirement in patient management.
